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Pre-Review Questionnaire

The PRQ was distributed statewide for input from the EMS and trauma system stakeholders.
Responses from stakeholders to the Bureau of EMS and Trauma System were complied to create
a consolidated PRQ. Some stakeholder responses have been shortened, without losing meaning
or information, to keep the overall length of the consolidated PRQ to a minimum. Some technical
changes have been made for clarification purposes as well. Complete responses from individual

regions are included separately in the respective binders.
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1) | Leadership

1. What isthe organizational structure of the lead agency, including reporting requirements?

The Arizona Department of Health Services (ADHS), Division of Public Health Services, Public Health
Preparedness Services, Bureau of Emergency Medical Services and Trauma System (Bureau) is the lead agency.
Refer to Organizational Charts, See attachment 1.

2. Istherea Trauma System Advisory Committee?

Yes, State Trauma Advisory Board (STAB) established pursuant to A.R.S. § 36-2222.

Who is on the committee (what groups ar erepresented)?

The State Trauma Advisory Board membership categories are established in A.R.S. §36-2222, and consists of the
following 20 members:

Bentley Bobrow, M.D. (STAB Chair) - Bureau Medical Director

Victor McCraw - Department of Public Safety Representative

Roy Ryals - AEMS Representative

Bill Ashland, R.N. - NAEMS Representative

Michelle Ziemba, R.N., M.SN. - SAEMS Representative

Stewart Hamilton, M.D. - WACEM S Representative

Charles Frank Allen, M.D. - Trauma Center Representative

John Porter, M.D. - Trauma Center Representative

Scott Petersen, M.D. - National College of Surgeons

Jeff Farkas - AFDA Representative (Statewide Fire District Association)
Debbie Johnston - Hospital Association Representative

Jim Flaherty, M.D. - Indian Health Service Representative

Stuart Alt, M.D. - National Organization-Emergency Physicians

Ritch Steven - National Association-Retired Persons

Kelly Silberschlag - Rehab Facility Representative

Laurie Wood - Urban ALS Base Hospital-Not A Trauma Center

Philip Johnson, M.D. - Rural ALS Base Hospital-Not A Trauma Center
Mark Venuti - Ambulance Association Representative

Dave Ridings - Fire Department in a County with a Population over 500,000
Anslem Roanhorse - Tribal Health Organization Representative

What ar e the goals and obj ectives of the committee?

The goals and objectives of the committee are defined in statute (A.R.S. § 36-2222):
1. Makerecommendations on theinitial and long-term processes for the verification and designation of
trauma center levels, including the evaluation of trauma center criteria;
2. Make recommendations on the development and implementation of comprehensive regional emergency
medical services and trauma system plans;
3. Makerecommendations on the state emergency medical services and trauma system quality improvement
processes, including the state trauma registry.

If the committee has met, what has it accomplished to date? What are the authority, responsibility, and
reporting requirements of the committee?

Following is atimeline that reflects trauma system accomplishments leading up to and after establishing STAB.
STAB’s authority and responsibilities exist in statute. The Board prepares and submits an annual report to the
ADHS Director of its accomplishments and recommendations.
1990 - The National Highway Traffic Safety Administration (NHTSA) Technical Assistance Team
conducts an assessment of the Arizona EM S system September 1990, resulting in recommendations for
future system development, including trauma system development. See attachment 2.



http://www.pdfcomplete.com/1002/2001/upgrade.htm

&
¥
C

PDF
omplete

Click Here & Upgrade
Expanded Features
Unlimited Pages

1991 - Seven urnan-based acute care hospitals become self-designated trauma centers. Each trauma center
collects trauma data, but no centralized mechanism is availabl e to collect aggregate data from the trauma
centers.

1992 - In January 1992, BEMSS publishes and releases Satewide Medical Standards for Non-Physician
Prehospital Treatment and Triage of Patients Requiring Emergency Medical Services.

1992 - BEMS convenes a NHTSA Trauma System Development Seminar in November 1992 in response to
the 1990 NHTSA assessment recommendations report, creating the Trauma System Task Forceto assist in
developing of the eventual Arizona Trauma System Development Act of 1993.

1993 - House Bill 2208 is chaptered into AZ Laws April 1993, establishing the Arizona Sate Trauma
System Development Act of 1993; establishing the Division of EMS as the lead agency for trauma system
development; establishing the confidentiality of trauma registry records; and establishing the Statewide
Trauma System Study Committee to develop recommendations for the Director on developing an Arizona
trauma system.

1993 - ADHS submits a trauma system development grant application to HRSA July 1994, under the
federal Trauma System Planning & Development Act of 1990.

1993 - The Health Resources & Services Administration (“HRSA”) awards ADHS an $88,200 trauma
system planning and development grant October 1993.

1993 - The Statewide Trauma System Study Committee rel eases its Report to the Governor November,
1993. Seeattachment 3.

1993 - HRSA awards BEM S a grant October 1993, to modify Arizona s trauma care plan under the Trauma
Care Systems Planning & Development Act of 1990. The grant proposal includes a letter from Governor
Fife Symington, dated July 1993, stating, “...the need for trauma planning is critical in Arizona’.

1994 - Statewide Trauma System Study Committee deactivates and dissolves March 1994.

1994 - House Bill 2077 is chaptered into AZ Laws April 1994, establishing the State Trauma Advisory
Board (STAB), guided by the Statewide Trauma System Study Committee 1993 Report, and replacing the
Statewide Trauma System Study Committee; establishing requirements for trauma centers to submit a
uniform data set to ADHS; establishing liability protection from civil damages for AZ EMS or health care
providers who in good faith provide prearrival instructions following minimum standards established by the
State; requiring ADHS to establish standards for quality assurance, confidentiality of information during
quality assurance review.

1994 - Cales & Associates installs trauma registry software on the BEMS' 486 Computer, in anticipation of
receiving trauma data from the pilot project participating hospitals April 1994.

1994 - Trauma data pilot project was conducted from June through July 1994, to collect trauma data from
two metropolitan trauma centers (St. Joseph’s Hospital in Phoenix and University Medical Center in
Tucson), each directly associated with two rural hospitals and two suburban hospitals.

1994 - STAB holds its inaugural meeting September 1994.

1995 - Flagstaff Medical Center becomes a salf-designated trauma center, and starts submitting trauma data
to BEMS.

1995 - House Bill 2023 is chaptered into AZ Laws April 1995, granting the ADHS director the authority to
promulgate rules for regulating and licensing air ambulances.

1996 - Arizona Senate Bill 1060 is chaptered into AZ Laws in April 1996, mandating the appropriation of
$250,000 from the BEM S Operating Fund for trauma system development and for STAB operating
expenses.

1997 - House Bill 2126 is chaptered into AZ Laws April 1997, establishing liability protection from civil
damages for individuals, private and public entities, and their employeesinvolved in developing, operating,
implementing or participating in a 911 emergency tel ephone system or a similar emergency dispatch
system. But there' s no liability protection when “the person or entity acted knowingly or had reason to
know the facts that would lead a reasonabl e person to realize that the person’s or entity’s act or failure to
act not only created an unreasonable risk of bodily injury to others, but also involved a high probability that
substantial harm would result”.

1998 - ADHS publishes and releases the State of Arizona Trauma System Plan Statewide Assessment
Results Final Report June 1998, containing results of The Abaris Group survey of 62 resource hospitals
from November 1997 — January 1998.
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1998 - House BT 2653 is chaptered into AZ Laws May 1998, establishing the three-digit emergency
telephone number system to be administered and regulated by the Public Utilities Commission; and the
telephone number “911” is specifically reserved for exclusive use as an emergency tel ephone number for
accessing police, fire, and emergency medical services.

1998 - STAB presents trauma plan recommendations to the ADHS director, based on members' research
and devel opment efforts since 1995.

1999 - House Bill 2475 is chaptered into AZ Laws May 1999, establishing Automatic External
Defibrillator statute. The statute includes requirements for AED training, use, requirements, and civil
liahility protection, limited immunity, and a Good Samaritan provision.

2002 - ADHS/Bureau of EMS, releases the 2002 — 2005 Arizona EMS & Trauma System Plan in January
2002.

2002 - The Trauma and Emergency Services Fund is created by AZ Initiative M easure, Propaosition 202,
approved and effective 11/02, codified under A.R.S. § 36-2903.07, and administered under A.A.C. Title9,
Chapter 22, Article 21 (effective 10-19-03, which provides in part for the distribution of funds only to
Level | trauma centers as defined).

2004 - House Bill 2197 is chaptered into AZ Laws June 2004, amending A.R.S. § 36-2222 by amending
the duties of the STAB to require continued involvement in the development and implementation of the
EMS and Trauma System and adding a representative from a tribal health organization to STAB. HB 2197
also adds A.R.S. § 36-2225 establishing the authority for ADHS to develop and administer the Statewide
EMS and Trauma System and establishing the requirement for ADHS to adopt rules to establish standards.
2005 - Senate Bill 1134 is chaptered into AZ Laws April 2005, amending A.R.S. § 36-2225 by 1)
authorizing ADHS to utilize a national verification organization to conduct trauma center verifications; and
2) requiring trauma centers to submit data to the State Trauma Registry.

2005 - The Governor’s Regulatory Review Council unanimously approves trauma center designation rules,
including trauma center standards, October 2005, by adding Article 13 to A.A.C. Title9, Chapter 25, and
taking immediate effect.

2005 - The ADHS receives the first application for trauma center designation on 11-8-05, and on 11-10-05,
ADHS designates John C. Lincoln Hospital — North Mountain as Arizona s first state designated trauma
center, with a Level | designation.

2005 - The ADHS-Bureau of EMS initiates the Save Hearts in Arizona Registry and Education (“SHARE”)
Program, which devel ops and maintains a statewide out-of-hospital cardiac arrest and AED useregistry,
AED training, and medical oversight and a quality improvement process for AED use programs.

2005 - November 2004, ADHS establishes and hires full-time dedicated Trauma Registry Manager to
standardize, convert, and manage State Trauma Registry data from participating trauma centers and
hospitals.

2006 - The Governor’s Regulatory Review Council unanimously approves air ambulance rules February
2006, for the licensure, registration, and ADHS approval time-frames for air ambulance services in Arizona
by amending A.A.C. Title 9, Chapter 25, adding Articles 7, 8, and 12, taking effect April 2006.

2006 - September 2006 — Arizona s state trauma registry successfully generates standardized trauma
registry data, collected by Arizona hospitals and trauma centers.

3. Doesthe lead agency have a Trauma Medical Director ?

No. Although ADHS does not have the statutory authority to create a Trauma Medical Director position, thereis
active participation by the trauma medical directors at the committeelevel. Trauma is well-represented.

Arethere plansto have a Trauma Medical Director in the future?

This has not been discussed.

| 4. What aretherole and responsibility of the Trauma Medical Director?
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What arethe qualifications of the Trauma Medical Director?

Not applicable

What isthe authority for the Trauma Medical Director ?

Not Applicable.

5. Isthere atrauma system administrator with expertise in trauma system development/implementation?

Dr. Ben Bobrow, Bureau Medical Director, Terry Mullins, Bureau Chief and Vicki Conditt, Trauma System
Section Chief. Dr. Bobrow and Mr. Mullins both have EM S and trauma experience. Vicki Conditt is a Registered
Nurse who has been with the Department of Health Services for over 10 years, four of those years with the Bureau
of EMS and Trauma System. Ms. Conditt did not have trauma system development expertise when appointed to
this position.

Areother trauma system support resour ces (equipment and personnel) available for trauma system
implementation and planning?

The Bureau of EMS and Trauma System has four dedicated trauma services staff plus other support personnel.
Other resources are available within ADHS' s Bureaus/Offices:
Bureau of Public Hedlth Statistics - Statistical software and data analysis, population-based health registries
including the state trauma registry and vital records.
Bureau of Emergency Preparedness and Response (BEPR) - Preparedness coordination, web-based ED
status and bed availability, public health alerts.
Office of Women's and Children’s Health - Emergency Medical Servicesfor Children (EMSC), Injury
Prevention programs, SAFE KIDS

Additionally, voluntary public organizations are established in the four regions of the State. Each region contracts
with the Bureau to conduct activities as prescribed in the contracts. The regions receive funding from the Bureau
pursuant to Arizona Revised Statutes 836-2210 to conduct needs assessments, and plan and coordinate regional
emergency medical and trauma services. The regions support the trauma system and the Bureau by participating in

all related activities and projects.

| A. [2) | System Development

1. Hasthetrauma system completed a needs assessment and identified appropriate trauma system
I esour ces?

The most recent needs assessment conducted by the Bureau was the 2005 EMS and Trauma System Assessment,
which combined questions for a number of components that make up EMS and trauma systems. This
assessment/survey was distributed statewide through the four Regional Councils and achieved a 59% response rate.
See attachment 4. The needs assessment partially identified trauma system resources. ADHS has not used the
results of this assessment in a strategic manner; however, the compiled results have been made available to the four
regions and are posted on the Bureau’ s website.

The Bureau has recently committed a full time position to the evaluation and reporting on the analysis of trauma,
EMS and cardio-vascular data from a public health perspective.

2. Does a process exist for setting realistic time frames for implementing each component of the system?

A specific process for implementing each component of the system does not exist. Administration and leadership
for trauma system development was established by laws 1994. The EMS and Trauma System Plan, Trauma Patient
Field Triage Decision Standard, and Registry Inclusion Definition were established a number of years after the
originating legislation.

Laws 2004 (A.R.S. § 36-2225) requires ADHS to develop rules to establish various components for the EMS and
trauma system. ADHS initial priority was to establish the trauma center designation rulemaking, which was
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The State Trauma Registry standardization project has been ongoing and is almost complete. A draft data
dictionary has been developed. Additional data €ements will be added to the State Trauma Registry and hospital’s
registries to match the NTDB data € ements.

Therulemaking currently underway establishes timeframes and requirements for reporting trauma data from trauma
centers and participating hospitals to the State Trauma Registry, including the required data € ements, quality
assurance specifications, and establishes the Registry Inclusion Criteriain rule.

Individual rulemaking packages have timelines. STAB is charged with and does provide recommendations for
system development. The Bureau recognizes that a strategic planning activity and annual review is needed to
determine priorities and will work with STAB to establish those priorities.

3. Isthere aprocess to build a constituency group and involve prehospital/hospital and health professionals
and consumer groups in planning, developing, and supporting the trauma system?

ADHS involves all relevant stakehol ders, including Regional Councils, and committee members (EM S Council,
Education Subcommittee, Medical Direction Commission, Protocols, Medications, and Devices Committee, State
Trauma Advisory Board, the AZ Trauma Quality Assurance and Performance Improvement Committee, and the
Trauma Registry Users Group) in all of its processes, whether rulemaking, protocols, Guidance Documents, or
Substantive Policy Statements.

4. Have appropriate trauma car e guidelines and system standar ds of car e been developed or adopted,
including trauma policies, procedures, and protocols?

REGIONS

STAB has adopted, as a Guidance Document, the Arizona Trauma Patient | dentification & Field Triage Decision
Standard. See attachment 5. STAB also adopted the Trauma Patient Registry Inclusion Definition, which isto be
used to identify a trauma patient to be reported by a hospital to the State Trauma Registry. See attachment 6. The
current Trauma Registry rulemaking will include a revised definition of “ Trauma Patient” and the requirements for
reporting to the Trauma Registry in a more streamlined, understandable version. See attachment 7, draft
rulemaking. Aside from these documents, there are no other statewide trauma policies, procedures, protocols or
guidelines developed to date. The Regions have developed regional policies and protocols for usein their respective
regions.

The Emergency Medical Services Council developed statewide medical standards for non-physician treatment and
triage of patients requiring emergency medical servicesin 1995. However, only the pediatric treatment and triage
protocols for the top 10 disease entities and dysrhythmias have been kept current, distributed statewide, and are
available on the Bureau’' s website. The Bureau intends to begin working on the adult treatment and triage protocols
and to include the adult and pediatric protocolsin rule.

AEMS

AEMS Red Book prescribes trauma related protocols and guidelines - Pediatric Trauma Triage Guidelines:
Chapter 3, Part |1, pages 4, 13, and 15; and Chapter 5, page 4; plus other conditions affecting pediatric
trauma in the Chapters. Adult Trauma Triage Guidelines. Chapter 4, pages 5 and 6; plus other conditions
affecting trauma in the Chapter. Categorization of Trauma and Burns: Chapter 7. Diversion: Chapter 8,
page 7; and other parts of Chapter 8. Field Termination: Chapter 10, pages 2 and 3. Air Medical: Chapter
11, page 4. Seeattachment 8. (Sample fromthe AEMS Red Book.) The entire document will be available
for review on site.

NAEMS

NAEMS Council currently only provides protocols for the EMT-Basic without medical direction. Due to
the large area covered in the Northern Region the ALS Base Hospitals develop their own protocols and
procedures for trauma. For example, the Northern Region trauma center which is also an AL S base hospital

6
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attachment 9. (Sample from the NAEMS protocols) The entire document will be available for review on
site.

SAEMS
Y es we have trauma protocols that are reviewed annually or as needed. See attachment 10. (Sample from
the SAEM S protocols) The entire document will be available for review on site.

WACEMS

The region has basdline protocols. Each receving hospital within the region has their own protocols
which, at a minimum, mirror theregional protocols. See attachment 11. (Sample from the WACEMS
protocols) The entire document will be available for review on site.

5. Isthetrauma system integrated with the EM S sysem?

Y es, however, improvements can be made. STAB membership includes individuals with significant EMS
experience, and EM'S Council has numerous individuals with trauma system experience. At the Bureau level, both
programs are fully integrated within ADHS activities.

All regional trauma system activities are integrated with the EM S system. The regions developed aregional EMS
and Trauma System Plan as a component of the State EM'S and Trauma System Plan. The trauma triage protocols
adopted and used in each region were devel oped using the Plan and State Trauma Patient | dentification & Field
Triage Decision Standard as atemplate. The state standard is modeled after the ACS version. Regions may have
altered the standards to accommodate unique regional situations.

Three of the four regions have established trauma subcommittees to assess and integrate trauma services into the
respective regions. The subcommittee meetings include key membership and trauma care stakeholders. Specific
regional trauma protocols for prehospital trauma care are discussed in this venue.

Some of the Native American tribes work with the regional councilsin their respective regions and follow those
regional protocols and guidelines.

With mass casualty and disaster response systems?

The Bureau does participate in the Bureau of Emergency Preparedness and Response (BEPR) simulation scenarios,
conferences, and exercises initiated in ADHS's Emergency Operation Center. The Bureau is not specifically
coordinated with the Arizona Division of Emergency Management, Metropolitan Medical Response System, and
Disaster Management Assistance Teams, although the regions and BEPR are. BEPR isintegrated with mass
casualty and disaster response systems. BEPR is currently developing a Preparedness and Response Plan and is
establishing a statewide Arizona Emergency System for Advanced Registration of VVolunteer Health Professionals
program to enhance available resources for surge capacity in the event of a mass casualty or disaster.

BURN CARE NETWORK

ADHS' Bureau of Emergency Preparedness and Response initiated a grant-funded program in 2006 which will,
when fully implemented, link the Arizona Burn Center with a network of hospitals who agree to provide the
treatment for patients suffering from burns for the first 72 hours following a disaster. Using a telemedicine system,
Maricopa Integrated Health System in Phoenix, the state’ s only designated burn center (also a Level | Trauma
Center) would be able to supervise and direct the initial burn care being provided at a number of hospitals
throughout the state in the event of a major burn disaster event. Additionally, the burn care network significantly
extends the capacity and expertise of a single burn center. This approach, enabled by tel etrauma systems, can be
applied to the trauma care system in general, thus improving the trauma system infrastructure and making it more
capable of handling surges during disasters and Homeland Security emergencies.

With managed care programs?

Managed care and insurance providers are not represented on STAB or EMS Council.

| 6. Does the trauma system have a mechanism to integrate managed car e entitiesin the ar ea?
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7. How have the incentives changed within the trauma system? Specifically, do you have a mechanism to
assess the changes and incentives (risks and benefits) in caring for trauma patients?

A financial incentivethat currently exists is Proposition 202 (Indian Gaming Preservation) approved by Arizona
votersin 2002. Prop 202 allocates 23% of Indian gaming revenues to the Trauma and Emergency Services Fund.
Monies are used to reimburse hospitals for unrecovered trauma center readiness costs and unrecovered emergency
services costs. These funds are managed and distributed through the Arizona Health Care Cost Containment
System (AHCCCS). However, distribution of these funds provides for reimbursement only to Level | trauma
centers designated by ADHS. Trauma Centers currently designated by ADHS as Level I's under a grandfather
clause, provided for in rule, must be renewed before January 2009 as a State designated Level | to continue to
receive these monies. Renewal requires ACS verification as a trauma center or ACS determination that the trauma
center meets the state standards for designation asalLevel |. Seefinancial section of this document for specific
dollar amounts.

As anincentive for health careinstitutions to seek designation as atrauma center at any level, the Bureau offered a
one-time $10,000 mini-grant per facility to be used for activities in preparation of designation as a trauma center.
Twelve hospitals applied for and received the award.

No other financial incentive currently exists for any designation level.

SB1032 requires statutory elements of proof for medical malpractice cases related to certain emergency
circumstances to be established by clear and convincing evidence rather than the current burden of proof. If this
bill passes during the 2007 session, it may serve as an incentive for physicians and surgeonsto take call in Arizona
hospitals.

The State Trauma Registry can now be utilized as a mechanism to assess trauma and patient outcomes in Arizona
through data review processes currently being established. Unfortunately, there are only 13 hospitals reporting data
to theregistry. The statutes only mandate designated trauma centers to report trauma data. The other few that
report trauma data do so voluntarily.

How has managed car e affected reimbur sement for trauma care?

We have not assessed this on a system-wide basis.

Managed care can impact trauma care reimbursement through (1) prior authorization requirements; (2) out-of-
network transfer requirements; and (3) claims denials after care has been provided. Arizona Revised Statute 8§ 20-
2803, Emergency services access; prior authorization; requirements, was enacted in 1996 to mitigate the impact of
prior authorization, but it does not adequately address transfer or claims denia concerns.

A.R.S. § 20-2803 requires managed care plans to provide coverage for the medical screening and stabilizing
treatment a hospital must provide under EMTALA without prior authorization, subject to applicable copayments,
coinsurance and deductibles. (Professional fees are aso included.) While this statute has provided some financial
protection for trauma centers, there are two concerns. First, there is no cap on the cost-sharing that plans may shift
to patients receiving care from an out-of-network care are at greater financial risk. Second, the statute only provides
coverage up to a provider’s EMTALA obligation. Managed care plans may and generally do require patients to be
transferred after stabilization, which can create problems related to continuity of care.

8. Doesthe system have a plan to deal with patients of all ages?

Patients of all ages are handled viaregional protocols. Through the state's EMS for Children program, an advisory
committee was devel oped to provide expert recommendations in the treatment and triage of pediatric patients for a
variety of conditions. These are guidance documents and unenforceable, as such. However, these are available on
a gatewide basis and may be downloaded from the Bureau’ s website. These guidance documents have recently

been updated to include the most current recommendations for providing field emergency care to pediatric patients.
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Thereisa statewide EM S and Trauma System strategic plan dated 2002-2005. Thisplan is outdated, strategic
rather than operational, and nonbinding. It isa guideline only. The Bureau has begun a process of establishing
treatment protocolsin rule. Following the conclusion of the ACS Trauma System Consultation, the Bureau
anticipates a complete revision of the EMS and Trauma System Plan.

| A. [3) [Legidation

1. Arethere comprehensive trauma car e legislation and regulations pertaining to the development of the
trauma system?

Yes. A.R.S. §36-2225 (new laws 2004) established the authority for devel oping the trauma system and mandating
rules for components of the system. Rules are continuously being developed and revised to support our trauma
system.

2. Doesthelegidation establish alead agency with the authority to plan, develop, implement, and evaluate
the inclusive trauma car e system?

Yes.

What isthelead agency?

The Arizona Department of Health Services (ADHS) Bureau of Emergency Medical Services and Trauma System
(BEMSTS)

3. Doesthelegidation include provisions for:
a. atrauma system plan - yes
b. integration of trauma and EM S system - yes
C. prevention programs - yes
d. establishment or adoption of standards of care — For Prehospital only
e. the designation of trauma centers - yes
f. organization of data collection and system evaluation - yes (see below)
g. confidentiality protection of data collection or quality improvement
records/reports - yes (see below)
h. quality management and quality improvement programs - yes
i. anti-trust protection —no

Clarification for items (f) and (g) above:

(f) Pursuant to A.R.S. 836-125, ADHS collects inpatient hospital data and emergency department data for cost
reporting and discharge data review. Data is collected on all patients from state licensed hospitals except
psychiatric facilities. Federal hospitals and Indian Health Services hospitals are not licensed by the state and are
not required to report their ED and inpatient hospital datato ADHS.

Trauma Registry data is collected pursuant to statute. Per A.R.S. 836-2221, “trauma centers shall submit to the
department a uniform data set for the trauma patient as prescribed by the department. Advanced life support base
hospitals that are not trauma centers may also submit this data to the department. The director shall identify the
categories of patients who are to be reported as trauma patients under this section.”

(g) Statutesfor emergency department, inpatient hospital discharge and trauma registry data collection require
strict standards of confidentiality. Only aggregate, non-identifying information may be released for public review.
Pursuant to A.R.S. 836-2220, trauma registry information may not be released to the public “from which a patient,
the patient’s family or the patient’s health care provider or facility might be identified except records, files and
information shall be available to the patient, the patient’ s guardian or the patient’s agent.” Information reviewed

for quality assurance purposesis also confidential pursuant to statute.

Specifically, the statute requires ADHS to devel op and administer a statewide emergency medical services and
trauma system to implement the Arizona EM S and trauma system plan, and to adopt rules to establish standards for:

9
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societal cost of preventable mortality and morbidity;

2. Public access to prehospital emergency medical services,

3. A statewide network of trauma centers that provide trauma care and to which trauma
patients can be transported;

4. A trauma center designation and dedesignation process for health care ingtitutions
that provide trauma care;

5. Trauma system evaluation and quality review through the collection and analysis of
data; and

6. Protection of confidential patient care and trauma registry information.

4. Doesthe legislation authorize dedicated and ear marked trauma funding?

Y es, an appropriation of $100,000 was included in the trauma legislation for FY 04-05 with an annual appropriation
for subsequent years to be included in ADHS s annual budget request. Trauma Development and the Trauma
Registry are funded under the Medical Enhancement Fund through an annual appropriation fromthe EMS
Operating fund, currently $392,000 with four FTEs. This amount includes the additional $100,000. See attachment
13.

Prop 202 allocates Indian gaming revenues to the Trauma and Emergency Services Fund. Monies are used to
reimburse hospitals for unrecovered trauma center readiness costs and unrecovered emergency Services costs.
These funds are managed and distributed through the Arizona Health Care Cost Containment System (AHCCCS).

Prop. 303, the Tobacco Tax Fund approved by Arizona voters was, among other things, intended to provide monies
for the reimbursement of uncompensated care, primary care services and trauma center readiness costs. However,
the funding was subject to legislative appropriation and is not being distributed to trauma centers. This could fund
ALL levels of trauma carein the state.

SB1193 (2006 L egidlative Session) appropriated $2,000,000 to the primary trauma center in Southern Arizona,
University Medical Center, a not-for-profit academic medical center, from the Medically Needy Account of the
Tobacco Tax and Health Care fund to off-set costs of trauma care. See attachment 14.

Arethe funds placed in a special account rather than in a general fund?

Yes. TheMedical Enhancement Fund, A.R.S. § 36-2219.01, collects funds from DUI and other Motor Vehicle
fines. In FY 06, the fund amounted to approximately $11.7 million and was distributed as follows:

ARIZONA DEPARTMENT OF HEALTH SERVICES
MEDICAL SERVICES ENHANCEMENT FUND

EMS Operating Fund $5,701,733.45 48.9%
Spinal and Head Injuries 2,565,197.05 22.0%
Substance Abuse 1,655,718.10 14.2%
Substance Abuse Administration 1,096,038.74 9.4%
General Fund 641,299.26 5.5%

Total $11,659,986.61 100.0%

Of the EM S Operating Fund, the Bureau of EMS and Trauma System was appropriated $3.2 million and Trauma
Development was appropriated $392,000. These funds are subject to annual appropriation by the Legidature.

The 23% of Indian Gaming monies are placed in a special Trauma and Emergency Services Fund. Thisfundis
administered by the Arizona Health Care Cost Containment System (AHCCCS) - Arizona' s Medicaid.
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[A. [4) [ Finances

1. a. Aretheretwo years of audited trauma system financial reports, as defined by generally accepted
accounting principles? Explain the budget review process.

Yes. Tight financia reporting processes exist with ADHS. The trauma budget is part of ADHS' s annual
appropriation and has not been audited independently, to the best of our knowledge. The Bureau has an opportunity
to submit requests for additional funding on a yearly basis. Final funding levels are determined by the legislature.

b. Arecostsreported in a standardized model accounting for mat?

Y es. ADHS uses the Joint Legidlative Budget Committee’ s accounting policies and procedures.

2. Doesthelead agency report its finances by component, in summary, or both?

Internally, ADHS reviews the budget in various formats on a quarterly basis. ADHS's Trauma Development
budget is appropriated annually as a special line item. ADHS accounting system reports the budget expenses by
item and as a separate total within the ADHS budget. See attachment 15.

How ar e the finances documented for review? Give an example.

Electronic reports comparing projected and actual expenditures and variances are reviewed by administrative staff.
For example, all expenses are documented by invoice or receipt of charges as required by the Arizona State
Accounting Manual.

3. What arethe sources and terms of external funding (for example, grants, state/local taxes)?

Prop 202 allocates 23% of Indian gaming revenues to the Trauma and Emergency Services Fund. Monies are used
to remburse hospitals for unrecovered trauma center readiness costs (90%) and unrecovered emergency Sservices
costs (10%). Thesefunds are managed and distributed through the Arizona Health Care Cost Containment System
(AHCCCS). However, distribution of these funds provides for reimbursement only to Level | trauma centers
designated by ADHS. See attachment 16, Arizona Department of Gaming and AHCCCS reports delineating
distribution of funds.

The Federal Health Resources and Services Administration (HRSA) EM S/Trauma Grant previously provided
$40,000 annually to the state trauma system for trauma development initiatives during 2002-2005.

The Medical Enhancement Fund, A.R.S. 8 36-2219.01, collects funds from DUI and other Motor Vehiclefines. The
funds are distributed as shown on the table above under A(3)(4).

Trauma System Devel opment, including the Trauma Registry, is funded via a special line item through an annual
appropriation from the EMS Operating fund - currently $392,000 with four FTES. Funds are allocated quarterly to
support employee salaries and ERE, traumaregistry system user and software support, in and out-of-state travel and
various operating costs. Additional administrative and office expenses are supported by the Bureau of Emergency
Medical Services and Trauma System.

Federal HRSA EM S for Children grant funding provides support for data collection activities and surveys.

The Bureau receives dedicated funding from the EM S Operating Fund, subject to legislative appropriation, and
distributes 8% of the total to the Bureau of EM'S and Trauma System to each of the four regions, approximately
$144,000 each. Additionally, funding is provided for various projects. The regions are able to seek out additional
funding sources.

If afunding source istied to a specific program (for example, drunken driving, registration tax), provide
past history and future projection.

The Medical Enhancement Fund, A.R.S. 8 36-2219.01, collects funds from DUI and other Motor Vehiclefines. The
funds are distributed as shown on the table under A(3)(4). Funds distributed to Spinal and Head Injuries are
administered by the Department of Economic Security for: Administration, Employment and Rehabilitation
Services-Admin., Vocational Rehabilitation Services, and Independent Living Rehabilitation Services.

Funds distributed to Substance Abuse are administered by Behavioral Health Services for funding of Substance
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Trauma System Development, including the Trauma Registry, is funded via a special line item through an annual
appropriation from the EMS Operating fund - currently $392,000 with four FTES. Funds are allocated quarterly to
support employee salaries and ERE, traumaregistry system user and software support, in and out-of-state travel and
various operating costs. Additional administrative and office expenses are supported by the Bureau of Emergency
Medical Servicesand Trauma System. The EMS Operating fund has experienced several years of approximately
8% growth in revenue. This increase can be directly tied to the change in state law reducing the DUI blood alcohol
rate from .10% to .08%, and the substantial population growth of this state. There are no other grants or funds
supporting trauma system development at this time.

4. Doesthe budget coordinate with the goals and obj ectives of the trauma plan?

The budget has continued to support theintent of the 2001 trauma plan for trauma system development, including
the funding of the State Trauma Registry, via a specia line item through an annual appropriation fromthe EMS
Operating fund - currently $392,000 with four FTESs. State mini grants were offered to health care institutions to
offset the costs of designation or used for activities to prepare for designation.

5. Doesthetrauma center track and measur e trauma costs by patient, diagnosis, length-of-stay at (1CU)
facility, Department physician, and payor ?

Each trauma center’ s trauma registry does have the ability to track and measure trauma program costs, compared to
injury severity, payor sources and trend program lengths of stay to national benchmarks. Thisinformation is
relayed to AHCCCS to ensure appropriate use of the Trauma & Emergency Services Fund (Prop.202 Indian
Gaming monies). The Trauma & Emergency Services Fund administered by AHCCCS is distributed as follows:
90% of moniesto Level | trauma centers for unrecovered trauma center readiness costs. Unexpended funds may be
used to reimburse unrecovered emergency room costs. 10% of the monies from the fund are distributed for
unrecovered emergency services costs to a hospital having an emergency department. Prop. 303, the Tobacco Tax
Fund approved by Arizona voters was, among other things, intended to provide monies for the reimbursement of
uncompensated care, primary care services and trauma center readiness costs. However, the funding was subject to
legidlative appropriation and is not being distributed to trauma centers. This could fund ALL levels of trauma care
in the state.

If yes, how istheinformation used (for example, feedback to physicians)?

Thetrauma centers have established different mechanisms to provide trauma program information to physicians
and others. The program information is tracked and measured, reviewed, and the information is provided to
physicians during Trauma Committee, a regularly scheduled frequent multidisciplinary meeting dealing with
trauma system issues.

Isthisinformation forwarded to the lead agency?

Yes. Arizona State Trauma Registry and Hospital Discharge Database patient charge information is received from
hospitals quarterly and semi-annually respectively. Trauma centers provide financial data quarterly to the State
Trauma Registry. Additionally, Level I's provide very specific information to AHCCCS in order to be eligible for
the reimbursement of trauma readiness funds.

6. Doesthetrauma system equate costs to relative value gained (cost of utilizing resour ces)?

No. Although a cost/benefit analysis is not done, the Annual Trauma Funding Report provided to AHCCCS from
the trauma centers does include total costs of the trauma program and patient outcomes.

7. Doesthe trauma system or center track payor mix utilization? If yes, what are the current payor mix,
relative collection ratios, and defined trends?
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res. ADAS TTaumia keyistry collects information on primary and secondary payor mix utilization. Hospital
discharge data collects information on primary-only payor mix utilization. Trends would be possible from the
hospital discharge from 2003 and with trauma registry from 2005.

Trauma Center Payor Mix Data - 2006

Hospital #1

Payor Source Mix  Collection rate

Commercial 34% 50%

AHCCCS/Medicaid 42% 22%

Medicare 7% 22%

Self Pay 15% 6%

Other 2% 31%

Unknown 0% n/a
Hospital #3

Payor Source Mix  Collection rate*
Commercial 28%
AHCCCS/Medicaid 25%
Medicare 4%
Self Pay 9%
Other 10%
Unknown 24%
Hospital #5

Payor Source Mix  Collection rate*
Commercial 42%
AHCCCS/Medicaid 19%
Medicare 6%
Self Pay 33%
Other 0%
Unknown 0%

Hospital #2

Payor Source Mix  Collection rate*
Commercial 30%
AHCCCS/Medicaid 41%
Medicare 12%
Self Pay 12%
Other 5%
Unknown 0%

Hospital #4

Payor Source Mix  Collection rate
Commercial 7% 34%
AHCCCS/Medicaid 16% 40%
Medicare 2% 16%
Self Pay 55% 6%
Other 20% 45%
Unknown 0% n/a

Mean for Reporting Hospitals

Payor Source Mix  Collection rate
Commercial 28% 42%
AHCCCS/Medicaid 29% 31%
Medicare 6% 19%
Self Pay 25% 6%
Other 7% 38%
Unknown 5% n/a

* Collection rate not provided

2001Trauma System
Financial Survey by Bishop
and Associates

Payor Source Mix
Commercial 48%
AHCCCS/Medicaid 34%
Medicare 6%
Self Pay 11%
Other n/a
Unknown n/a

B. | Operational and Clinical Components

1) | Injury Prevention and Control
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1. Doesyour system have a system-wideinjury control coalition? | f yes, what arethe member organizations?

The statewide injury control coalition isthe Injury Prevention Advisory Council (IPAC). Membersinclude
representatives from AZ Dept of Health Services whose programs address injury prevention, AZ Center of
Community Pediatrics, AZ Governor’s Council on Spinal and Head Injuries, Mothers Against Drunk Driving, AZ
Coadlition Against Domestic Violence, University Medical Center, AZ Hospital & Healthcare Assaciation,
Drowning Prevention Coalition of Central AZ, Intertribal Council of AZ, Arizonan’s for Gun Safety, Engineering
Mechanics AZ CODES Project, SAFE KIDS Yuma County, Phoenix Fire Dept., John C. Lincoln Hospital, Paradise
Valley Hospital, University of AZ College of Nursing, AZ Poison Control System College of Pharmacy, Phoenix
Area Indian Health Services, Dept of Public Safety, St. Joseph’s Hospital and Medical Center, Phoenix Children’s
Hospital, Tucson Fire Department, Governor’s Office of Highway Safety, Maricopa Integrated Health Systems,
Navajo Area Indian Health Services, Students Against Destructive Decisions and Tucson Area Indian Health
Services.

All trauma centers, Native American tribes, and most prehospital providers have very activeinjury prevention
programs.

2. What plans has the coalition developed?

Please refer to the 2006-2010 Arizona Injury Surveillance and Prevention Plan.

3. Which elected officials have been educated about injury and injury control?

TheIPAC has not undertaken educating elected officials to date. Individual member organizations may have done
so. Fact sheets have been devel oped and distributed to IPAC members to take back to their organizations and to
further distribute.

Numerous state legislators and local public officials tour hospitals and trauma centers and meet with providers to
learn more about health care. Presentations have been provided to legislative committees addressing injury
prevention issues. Additionaly, every hospital has alobbyist who works with the paliticians.

Education was provided to legislators in previous years specific to the trauma legislation. This included Senate and
House Health Committee Members, Senate and House Chairs, Susan Gerard, and Carolyn Allen among others. Ms.
Susan Gerard served as the Senate Health Committee Chair for a number of years and as the Health Policy Advisor
to the Governor. Ms. Gerard is now the current Director for the Arizona ADHS of Health Services. Thetrauma
legidlation did pass during the 2004 legislative session.

4. How areyou involved with public/voluntary organizationsto aid system financing?

Stakeholder groups, including hospitals, have provided funding in the form of grants for injury prevention activities
and projects. Theregions and the trauma centers have established ad hoc funding mechanisms to support injury
prevention activities.

5. What local injury surveillance data has the coalition reviewed (mortality data from vital records, police
traffic crash data, EM Srun data, E-coded hospital discharge data)?

Mortality data from state vital records as well as E-coded Hospital Discharge and Emergency Department data,
child fatality data, Behavioral Risk Factor Surveillance System data, Y outh Risk Behavior Surveillance System
data, and data from the Arizona Department of Education “Safe and Drug Free Schools’ program were used for the
Injury Plan. Arizona Department of Transportation Crash data are available for review as well. EMS-run datais
not available as it is not a state data coll ection requirement.

What injury problems and high-risk groups and environments wer e identified?

Unintentional Injuries:
1. Unintentional injuries accounted for 64% of all injury-related deaths, 78% of all injury-related hospitalizations,
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2. Motor vehicle injuries accounted for 1 in 4 (n = 1,018) injury-related deaths in 2004.

3. Fallswere the third leading cause of unintentional injury-related deaths for all age groups and the leading cause
for individuals 65 and older.

4. Of water-reated events, children ages 1-4 had the highest rates of hospitalizations and emergency department
visits.

5. Poisoning was the second leading cause of unintentional injury deaths for all ages in 2004.

6. Of fire/lburn-related injuries, children ages 1-4 accounted for 15% of hospitalizations and 17% of emergency
department visits.

7. Males 20-24 had the highest rates of hospitalizations (18.9/100,000) and emergency department visits
(46.2/100,000) due to unintentional firearm-related injuries.

Intentional Injuries:

1. Intentional injuries accounted for 33% of all injury-related deaths, 13% of all injury-related hospitalizations, and
6% of all injury-related emergency department visits in 2004.

2. Oreinfiveinjury-related deaths (21%, n=854) were suicides and 12% (n=486) were homicides.

3. Firearms accounted for 59% of suicides and 68% of homicides.

4. Incidents of relationship violence such as domestic violence, sexual violence, childe abuse, and adult abuse are
vastly underreported through official sources.

*Thisinformation is directly from the 2006-2010 Arizona Injury Surveillance and Prevention Plan

6. Have open community forums been held to identify injury control issues of concer n to the community?

Yes. Theregions, tribes, prenospital providers and trauma centers provide injury prevention activitiesin their
respective communities, i.e. red light running campaign, click-it or ticket, seat belt use, car seat use, drowning
prevention, bicycle helmets, older adult fall prevention, ec.

What key problems wer e identified?

Fatalities and injuries resulting from motor vehicle crashes including motorcyclist, bicyclist, and
pedestrians.

Fatalities and injuries resulting from falls among older adults.

Pool drowning and near-drowning.

Poisoning from lead and methamphetamine.

Fatalities and injuries resulting from fire and flames, and scalding.

Expanding relationships among existing reporting systems to facilitate analysis of data statewide.
Injuries resulting from firearms.

Suicide and attempted suicides.

Fatalities resulting from homicide.

7. What priority injury problems has the coalition identified?

In September 2006, the Injury Prevention Advisory Council identified four subcommittees to address four injury
priorities:

Violence: Thisgroup is working on mapping injuries related to firearms and creating a fact shed.

Motor Vehicle: Thisgroup is addressing adolescent MV C injuries by working with 8 hospitals on a high school

seatbelt challenge demonstration project.

Data: This group is determining the different injury data sources that are available nationally and in AZ and will

create an FY| document.

Drug/Alcohol: This group is in the process of determining direction.

Each workgroup is chaired by a member of the IPAC and meets monthly.

8. What intervention plan has been developed to addressthe priority injury control issues?

The 2006-2010 Arizona Injury Survelllance and Prevention Plan includes strategies and interventions for avariety
of injury-specific issues.
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9. How will you evaluate the effectiveness of the priority injury control initiatives?

Evaluations have not been completed as yet. ADHS Epidemiologists are currently working to identify outcome
measurements and determine which measures are attainable.

What aretheresults of any completed evaluations?

Not applicable at thistime.

B. |2 | Human Resources

a) | Workfor ce Resour ces

1. Describe your system for evaluating and assessing the adequacy of the wor k for ce resour ces available
within and outside of the hospital. Describe the current strengths and weaknesses of your system of
evaluating the level and adequacy of human resour ces for the entire trauma car e delivery system.

The Bureau has surveyed EM S providers' recruitment and retention issues on an annual basis. Numerous
professional organizations have independently evaluated hospital-based work force recruitment and retention
issues. We have not evaluated rehabilitation work force resources. See discussion under question #4 of this
section. Theregions are assessing work force issues in their respective regions.

2. Describe how you have standardized the number and type of human resour ces to be available for the
prehospital management of EM S patients, including the trauma patient.

Virtually, the entire State of Arizona is covered by an Ambulance Certificate of Necessity (CON). Each CON is
characterized by community-identified standards including response times and type of service level and staffing
provided. The Bureau is charged with awarding and removing Ambulance CONs. However, the Bureau has not
established specific response time or service level criteria based on demographics and/or population, including
those which may be specifically applicable to the trauma patient. While the Bureau approves CON response times,
thereiswide variability due to geo-demographics.

3. Do you have a quality management plan for monitoring availability of prehospital and hospital trauma
car e resour ces?

While there has not yet been a statewide outcomes-based quality management plan established by the Bureau,
trauma centers, EM S agencies, and the regions monitor ongoing resource issues. Some regions and hospitals are
devel oping quality indicators to monitor ongoing performance.

4. Have you developed a process for evaluating resour ce usage and matching resour ceresponse relative to
levels of activity and level of patient care needs and system response? Discuss the sour ces of infor mation and
data for monitoring the system.

ADHS Bureau of Emergency Preparedness and Response has established a hospital emergency department divert
status and communication system that allows each hospital ED and patient transport flight program in the state to
report its status (Hospital ED; open, caution or divert) (Flight; available in quarter, unavailable on scene) through a
web based system that is monitored 24/7 by regional dispatch centers and the ADHS BEPR. This system can
conduct bed palls, send alert notifications and messaging. In the second quarter of 2007, this system will be
implementing an additional component known as patient tracking. This component will allow EMS units in the
field to use the web based system to enter and track patients from a MCI utilizing barcode scanners in the field and
at hospitals to enter patient data into the sub-data base and display the patients |ocation status on a separate display
screen within the web based EM System that can be monitored by hospitals, dispatch enters and emergency
operations centers.

a. Have you identified the need for an increased or decreased number of personnel in the prehospital arena?
Discuss strategies for securing needed personnel.

Yes. The2005 EMS and Trauma System Assessment indicates thereis a need for prehospital providersin therural
aress of the state. Two-thirds (67%) of the respondents indicated recruitment difficulties, and 45% indicated
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reteniuon ancurties. TrieBureau recently distributed recruitment and retention materials to the four Regions. The
Assessment identified a strong correlation between recruitment and retention difficulties and the geo-demographic
status of service areas. The majority of providers that ranked wages and geography/location as having a substantial
impact on recruitment and retention operate in rural regions of the state, as opposed to those operating in the urban
regions. ADHS has adopted the USDOT/NHTSA curriculum as the standard for the EMT positions and recognizes
the National Registry (NREMT) certification to facilitate the in-transfer of EM S providers.

b. Have you identified the need for an increased or decreased number of personnel in the systems
administration or hospital arena? Discuss str ategies for securing needed personnel.

It is clear that thereis a need for additional personnel. There are significant collaborative efforts in the state for
dealing with thisissue. Facilities compete against each other for the limited pool of nurses and physicians.

A number of factors have contributed to an increase in hospital diversion in the metropolitan areas including: 1)
Arizona's population growth has substantially exceeded the ability to devel op the health care infrastructure,
specifically new hospitals to keep up with the demand; and 2) the seasonal influx of visitors and the dderly; and 3)
staffing shortages.

With respect to the emergency department and trauma center physician and surgeon supply, the Governor signed
Executive Order 2006-09, forming the Emergency Medical Services Access Task Force. This Task Force,
however, islimited to evaluating the recruitment and retention of physicians and surgeons. Seereport for
background and resulting recommendations. See attachment 17.

The Arizona Hospital and Healthcare Association and its members have advocated heavily for funding to increase
nursing education capacity in Arizona. Attached are documents devel oped to educate legislators and businesses in
Arizona about the Nursing Crisis in Arizonaincluding projected shortages based on population growth, number of
nurses per capita, number of inpatient beds per population compared to national averages, nursing education
program faculty shortages, etc. See attachment 18.

“The Arizona Physician Workforce Study - Part I” was devel oped and released in 2005. This study discusses the
current physician workforce issues in Arizona and the projections due to the rapid population growth.

5. Outlineyour plan for flexible response to manage all patients during peak periods of activity that might
stressthe system. What isyour protocol for trauma center divert and prehospital transport response? How
do you evaluate its effectiveness and what are your optionsfor creating a change?

Over the past several years peak illness periods have stressed emergency department and EM S resources almost to
the point of crisis. This has occurred principally in the two metropolitan areas. Consequently, the Governor’s Office
and ADHS have established expert committees to evaluate options for:
- Increasing number of physicians and nurses

Revising ambulance transport destination requirements to include alternate medical facilities

Evaluate facility bed-licensing requirements

Influenza public education campaign designed to prevent the spread of influenza and promote the

appropriate use of the emergency department

Thereis no statewide plan, however, regional protocols for trauma center divert and prehospital transport arein
place.
REGIONS
- AEMS
The protocol for trauma center diversion and pre-hospital transport response is managed through the
EM System and the AEM S Patient Management Functional Group Subcommittee on Diversion (Red Book
Chapter 8) and reported regularly to the AEMS Executive Board and Functional Group meetings. Most
recently this subcommittee and AEMS as a whol e have addressed the hospital overload and diversion-
closure policy. Thefinal solution has been approved by ADHS as a pilot project for the Southeast sector of
the Phoenix metropolitan area.
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NAEVIS
NAEMS Council does not have a flexible response plan. Dueto the large area covered by the Northern
Region response plans are determined at the local/agency level. Northern Region acute care hospitals do
not divert. Ground transport of patients is to the nearest hospital for initial care. Rotor aircraft may transport
patients to the closest most appropriate hospital based on the designation of a facility or knowledge that
services are not available at a given hospital on that day, via such systems as the web-based EM System
accessed by the transport coordinator/dispatcher.

SAEMS

The trauma protocols allow for patient diversion to other local facilities. With only one trauma center, they
have the authority to divert patients based on field reports of patient condition. Through our MEDS Control
System, we have the ability to coordinate patient transfer/diversion to allow for patient stabilization before
transfer to alevel one center if needed. In our region we have the inevitable position of handling large
numbers of patients in a desolate area due to our proximity to the Mexico/US border. Situations such as
these (which at times can result in as many as 50 patients) puts a great strain on the system from
ambulances (ground and air) and all the medical facilities, both in terms of patient care and lack of funding
for reimbursement.

b) | Education

1. Have you developed educational standards for all trauma caregiver personnel?

Yes, ADHS licenses, regulates, and inspects all EMS training programs. All EMS training programs are required to
meet the USDOT/NHTSA Curriculum. There are no specific requirements for trauma care beyond original EMT
certification requirements. Ambulance providers, EMS agencies, and hospitals impose additional trauma training
and educational requirements.

The designation criteria specified for designated trauma centers mirror the ACS requirements. BTLS, ATLS,
TNCC, and ATCN courses arerequired at the regional and trauma center level. ATCN courses are provided
routinely with ATLS.

No specific trauma courses are required by the Bureau of EMS and Trauma System, nor do the Nursing and
Physician Arizona licensing requirements include trauma care.

2. Have you done atrauma system educational needs assessment and identified educational levels of all
prehospital providers, aswell asthe need for additional programs/certifications? Have you assessed all
currently available educational programs prior to instituting new progr ams?

No. A specific trauma system educational needs assessment has not been distributed, however, trauma-specific
training questions wereincluded in the 2005 EM S and Trauma System Assessment. Health care institutions were
asked to identify which trauma courses were required and responses included BTLS, ATLS, TNCC, and other. We
have not instituted new programs nor assessed all currently available education programs. ATCN is also offered by
the various trauma centers in the state.

Prehospital care agencies were asked to identify what pediatric training they require. Of those agencies that
submitted a completed Assessment, 34% required PALS, 25% required PALS and PEPP, and 33% required no
pediatric training, 9% required PEPP, and 1% required PALS, PEPP, and ENPC. The Assessment also asked
prehospital care agencies to identify what trauma training they required. Of those providers that submitted a
completed Assessment, 36% required no trauma training, 34% required BTLS, 11% required BTLS and ATLS, 9%
required BTLS and other training, and 1% to 7% required combinations of the above listed trauma courses.

The Rural Trauma Team Development Course (RTTDC) has been provided to rural health care institutions
throughout Arizona. Since early 2005, the course has been taught in 16 rural locations.

REGIONS
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AEMS

The Arizona Trauma and Acute Care Consortium (AZTrACC) has a website (www.aztracc.org) that
includes an ongoing calendar of educational events with planned CME and CEUSs following completion of
atesting module. Additionally, thereis a quarterly Arizona statewide trauma grand rounds tel ecast live to
trauma centers outside the Phoenix area through the University of Arizona - Phoenix downtown campus.
Hospitalsindividually provide trauma grand rounds as well.

NAEMS

NAEMS Council has not conducted a trauma system educational needs assessment, nor identified the
educational levels of all prehospital providersin the Northern Region. State statute and rules determine the
initial educational levels of all providers certified to provide EMS services in the prehospital environment.
NAEMS Council has not assessed available educational programs.

SAEMS

In our annual survey wetry to ascertain the needed educational programs. The council is active in helping
to provide funding for needed education. In addition, there are several large conferences, including the
Southwest Regional Trauma Conference held each August in Tucson.

3. Doesyour trauma plan include central or state certification/r ecertification/decertification for prehospital
providers? If no, what isyour plan for certification/recertification/decertification of prehospital care
providersasthey relate to the trauma care system?

The Bureau of EMS and Trauma System regulates all EMT’ s (Basics, Intermediates, Paramedics) which includes
certification, recertification and decertification (revocation). The certification criteria are consistent with
USDOT/NHTSA curriculum, and Arizona does not require specific trauma certification for prehospital providers.

4. Describethe quality monitoring activity for review of educational requirements for trauma care
personnel.

The Bureau conducts prehospital Training Program Audits and Recertification classes which contain a trauma
component as specified in the USDOT/NHTSA Curriculum. Theregions provide educational opportunities. The
educational requirements for all trauma care staff in a designated trauma center mirror the educational requirements
listed in the ACS criteria for trauma center verification. Advanced Life Support ambulance providers are typically
associated with a Base Hospital and/or administrative medical directors. Theseindividuals (Administrative Medical
Director or Base Hospital Prehospital Care Coordinator) conduct review of clinical care and skill proficiency and
can institute targeted training.

B. [3) | Prehospital Care

a) | Emergency Medical Services M anagement Agency

1. Isthere an EM S agency that has the authority to regulate prehospital care?

Y es, the Arizona Department of Health Services, Bureau of EMS and Trauma System as described in Arizona
Revised Statutes, Title 36, Chapter 21.1, Emergency Medical Services.

2. Administration
a. Isthe management agency’s medical director familiar with, experienced in, and currently involved in
prehospital care?

Yes, A.R.S. 8 36-2202(F) requires that the medical director of emergency medical servicesis qualifiedin
emergency medicine and licensed as a physician in one of the states of the United States. Dr. Bentley Bobrow, State
EMS Medical Director is aboard certified emergency medicine physician and, in addition to his clinical activities
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al viayU Fiospiiar, sarves as Administrative Medical Director for Scottsdale Fire Department.

b. Arethe medical director’s qualifications commensurate with hig'her scope of responsibility in theEMS
system?

Yes.

c. Isthere aquality improvement educational program, and are monitoring functions perfor med by the
medical director or designee?

Yes. Administrative Medical Directors may, but are not required to have designees. These designees may be
Physicians, PA’s, NP's, RN's, LPN’s, EMT-P's, or EMT-I's. There is no requirement for experiencein prehospital
management. ALS Base Hospitals in the Northern Region currently employ on a part-time or full-time basisRN’s
with emergency department experience or EMT-P's as prehospital care coordinators/managers.

d. Isthere support staff, including a system administrator, familiar with and experienced in prehospital
management?

Yes.

3. Education
a. Hasthe prehospital care management agency integrated car e of the trauma patient into the prehospital
training program?

Yes. Arizona EMT Training Programs follow the USDOT/NHTSA curriculum.

b. Has the prehospital care management agency developed ongoing trauma educational programs?

Yes. Theregions provide trauma educational opportunities, which are open to all prehospital and hospital
personnel statewide. Additionally, trauma centers provide numerous educational opportunities.

4. Criteria
a. Arethere protocols for triage, patient delivery decisions, treatment, and inter hospital transfer ?

Yes, Pediatric Treatment and Triage Protocols have been maintained up-to-date. Adult Treatment and Triage
Protocols have not been reviewed or updated since 1995. The Bureau will begin to update these over the next six
months. In the absence of updated statewide adult protocols, the Regions have developed protocols for the
providers in their respective regions, which include trauma care, and regularly update these protocols.

The State Trauma Advisory Board adopted the Trauma Patient Identification and Field Triage Decision Standard
which isused in the four regions. START Protocols are used for triage in mass casualty incidents.

b. Have you implemented ongoing quality improvement of triage/tr eatment/inter hospital transfer criteria?

No. Not on a statewide level. Regions, hospitals, and most pre-hospital agencies have quality improvement
processes in place.

c. Have policies, procedur es, and/or regulations regar ding on-line and off-line medical direction been
implemented within the system?

Yes. Rulesexist for Medical Direction and ALS Base Hospital Certification. These rules provide for on-line and
off-line medical direction, standing orders, medical director qualifications and responsibilities, centralized medical
direction communications, AL S Base Hospital requirements, authority, responsibilities, and enforcement.

d. Are standards from the Commission on Accreditation of Ambulance Services and the Commission on
Accreditation of Air Medical Servicesintegrated into patient delivery decisions, treatment, and transfer
protocols?

No. Standards from the Commission on Accreditation of Ambulance Service are not integrated into patient
delivery decisions, treatment, and transfer protocols. Standards for the Commission on Accreditation of Air
Medical Services are integrated for inspection purposes for licensure. Air ambulances certified by the Commission
on Accreditation of Air Medical Services do not require inspection by the Bureau of EMS and Trauma System if a
copy of the certification is provided.

5. Isthere a standardized clinical examination for certification and decertification to provide patient car e?

Yes. Arizona requires the applicants for certification asan EMT to take and pass the National Registry (NREMT)
written and practical examinations for initia certification. EMT’'s may choose to keep or drop NREMT when they
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6. Isthere a system-wide quality improvement program in place?

No. Not statewide, however, many base hospitals and trauma centers have quality improvement programs
associated with prehospital providers.

b) | Ambulance and Non-Transporting Medical Unit Guidelines

1. Arethere system-wide guidelines delineating how the type of transportation for the trauma patient is
matched to the system’s topography and demogr aphy, including distance?

No. However, the Bureau will begin to develop rules over the next six months. A legidative inquiry has initiated a
review of the dispatch of air medical resources. Trauma Centersin the metropolitan area have also identified this
issue. The Arizona Trauma and Acute Care Consortium is conducting research to review the use of air medical

transport.

2. Arethere statutorily authorized licensing requirements for ground, air, water, and other types of
emergency medical transportation?

Y es, however, the Bureau regulates air and ground only.

3. What isthe minimum level of staffing (number of persons and their level of certification/licensure) of
ambulances and non-transporting medical unitsresponding to the scene?

If the population is less than 10,000, a First Responder and EMT. If the population is greater than 10,000, an EMT
and an EMT. Wedo not license, certify, or regulate non-transporting medical units.

4. What isthe minimum level of staffing of ambulances providing inter facility transfers of a major trauma
patient?

The Bureau of EMS and Trauma System’ s technical minimum requirement for transfersis afirst responder and an
EMT, based on population inthearea. EMT-B’s, I's, and Paramedics are regulated in the state and must comply
with the respective scope of practice authorized in rule, including drugs that may be given by the particular level of
EMT.

The Arizona Hospital Licensing rules establish, among other things, the requirements for interfacility transfers of
patients. The rules require that each hospital establish, document, and implement policies and procedures that cover
all hospital services including the transfer of patients (R9-10-213). R9-10-213 further requires documentation in
the patient’s medical record for patient consent, except during an emergency; date and time of transfer; the
acceptance of the patient by and communication with an individual at the receiving health care institution; mode of
transportation; and the type of professional assisting in the transfer if an order requires that a patient be assisted
during transfer.

5. What are therequirementsfor on-line and off-line medical direction for ambulance services and non-
transporting medical units?

The Bureau of EMS and Trauma System does not regulate non-transporting EM S agencies. Rules exist for
Administrative Medical Direction and ALS Base Hospital Certification. Theserules provide for on-line and off-line
medical direction, standing orders, medical director qualifications and responsihilities, centralized medical direction
communications, ALS Base Hospital requirements, authority, responsibilities, and enforcement.

21



http://www.pdfcomplete.com/1002/2001/upgrade.htm

Click Here & Upgrade

v’ Expanded Features
> PDF Unlimited Pages
Complete

o. bues tne urstr oution of EM S vehicles allow for appropriate emergency response and transport times
(based on patient needs and system resour ces)?

Each CON is characterized by community-identified standards including response times and type of service level
and staffing provided. If the stated response times are not being met, remedial planning is required. Alternatively, a
CON holder may petition for a change in the CON requirements followed by a public hearing to ascertain
community support. Refer to Rule R9-25-901(47) and (48).

7. Do the licensing requirements for ambulances and non-transporting medical units specify minimum
acceptable patient care equipment for all agesthat generally confor ms to the recommendations of the
American College of Surgeons and/or state lead agency?

Yes, Arizona Administrative Code (Rule) specifies the minimum equipment and supplies for ambulances. These
are lead agency (Bureau) requirements, not ACS. Non-transporting units are not regulated in Arizona

8. Arethere standards, policies, and procedur es gover ning hospital destination for ambulances?

State rules generally require ambulances transport to the nearest emergency receiving facility. An option does exist
for alternative destination such as clinics or urgent care centers under specific circumstances. Additionaly, the
Phoenix Fire Department Automatic Aid Program provides for ensuring that the closest available prehospital unit to
the sceneis automatically dispatched regardless of their city affiliation. The Automatic Aid system places the
needs of the customer first, without regard to jurisdiction or city boundaries. The 20 cities in Maricopa County
participate in this dispatch policy.

The State Trauma Advisory Board has adopted a Guidance Document for determining when to take a patient to a
trauma center - Arizona Patient Identification and Field Triage Decision Standard. This document is based upon
the ACS COT Verification Standards for trauma patient destination. Theregions have standing orders and
protocols to determine most appropriate patient destination and direct patient flow.

9. Does the licensing of ambulance services and non-transporting unitsinclude regular inspections and/or an
accr editation process based on continuous quality improvement?

Yes. Ambulances are inspected annually. The Bureau does not have jurisdiction over non-transporting units. The
process is not based on continuous quality improvement. Reguirements for inspections arein rule.

10. Aremutual aid agr eements among emer gency medical service providersin place?

The Bureau of EM S and Trauma System does not require mutual aid agreements; however, some providers have
agreements in place. Thereis a statewide fire mutual aid agreement and the Automatic Aid Program in Maricopa
County.

11. Arethereprotocols for the “interface” between ambulance services and non-transporting medical units?

Y es, contractual agreements and protocols exist between agencies in some municipalities.

12. Doesthe prehospital system have interagency agreementswith public safety agencies (for example, police
and fire) that address security and safety of theinjury scene?

No

13. Aretherewritten agr eements between ambulance services and non-transporting medical units?

Yes. There are some written agreements between ambulance companies and non-transporting medical units.
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pm. I'SUier e a puiicy coricer ning air ambulance service/ground ambulance ser vice dispatch, coordination, and

rendezvous?

No, not at this time, however, the Bureau of EMS and Trauma System is beginning to evaluate and develop rules
addressing these issues. Also see the response to question number 1 above.

| c) | Communication System

1. Do you have a communications network that includes a universal systems access number, prioritized
dispatch, postdispatch instructions, dispatch-to-ambulance communication, ambulance-to-ambulance
communication, ambulance-to-hospital communication, and hospital-to-hospital communication?

Enhanced 9-1-1 and 9-1-1 in most areas of the state. In general, radio communication as described in the question is
good. Geographic and distance challenges exist.

Universal System Access Number:

Arizona s three-digit emergency telephone number system reserves the telephone number “911” for exclusive use
as an emergency telephone number for accessing fire, police, and emergency medical services. Results from the
2005 EM S and Trauma System Assessment indicated that 91% of those prehospital providers that submitted a
completed Assessment indicated that their service area has 9-1-1 dispatch capability.

Prioritized Dispatch:

Results from the 2005 EMS and Trauma System Assessment indicated that 50% of those prehospital providers that
submitted a completed Assessment use a priority dispatch system. On aregional basis, the Assessment results
indicated that 62% of providers in the Northern, Southern, and Western regions (comprised of predominantly rural
areas) at 46%, 45%, and 48%, respectively.

Post-Dispatch Instructions (Pre-Arrival Instructions):

Results from the 2005 EM S and Trauma System Assessment indicated that 54% of those prehospital care providers
that submitted a completed Assessment, 54% indicated that their dispatchers were trained to provide pre-arrival
instructions, and 40% indicated their dispatchers were not so trained. Of the prehospital care agencies that indicated
their dispatchers were not trained to provide pre-arrival instructions, 83% indicated no plans to implement such
training in 2006, but 9% indicated plans to implement such training.

Radio Communications:

The vast majority of the state is covered by a system of mountain-top radio network of UHF, VHF and 800mhz
accessible to all ambulance providers the majority of the time. Most providers supplement radios with cellular
telephones. Results from the 2005 EM S and Trauma System Assessment indicated that 82% of those prehospital
care agencies that submitted a completed Assessment had dispatch to ambulance communication, 92% had dispatch
to fire department communication, 67% had ambulance to ambulance communication, 76% had fire department to
fire department communication, 52% had ambulance to hospital communication, and 73% had fire department to
hospital communication. Of the health care institutions that submitted a completed Assessment, 9% had health care
institution to health care institution communication.

The Arizona Interagency Radio System (AIRS) is designed to provide interoperable communications capability to
first responders of police, fire, and EMS agencies, as well as other personnel of municipal, county, state, tribal, and
federal agencies and approved non-governmental organizations (NGO'’s) performing public safety activities. This
system operates on designated interoperability frequencies. For moreinformation, please see
www.azdps.gov/pscc/standards.asp.

2. Doesthe system have coor dination of medical dir ection and dispatch?

Some dispatch centers with EMD may have a medical director depending on the EMD system they utilize. These
are usually private contracts between the physician and the dispatch center.

3. Have you implemented an EM S dispatch curriculum to train communications personnel? If no, describe
plans for an EM S dispatch curriculum.
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INU. EaciTursperciT cernter determines the training needs of the personnel in the particular dispatch center. However,
statutory authority exists for establishing and implementing dispatch curriculum at the state level.

4. Do you have a public access communications system (911 or enhanced 911)?

Yes. The vast majority of the state is covered. See attachments 19 & 20, wirdine and wireless 911 maps.

5. Doesthe 911 system receive all public callsthat request EM S response to trauma patients?

Yes.

6. How frequently ar e dispatch-to-ambulance, ambulance-to-hospital, and hospital-to-hospital
communication attempts unsuccessful? Are ther e geographic areas wher e communications cannot be
established?

Results from the 2005 EM S and Trauma System Assessment indicated that on a statewide average, 85% of those
prehospital care agenciesthat submitted a completed A ssessment indicated that their respective service areas had
“dead spots’. On a Regional basis, 90% of prehospital care agencies in both the Northern Region and Southern
Region indicated their service areas had “ dead spots’, and 79% of prehospital care agenciesin both the Western
Region and Central Region indicated their service areas had “dead spots’. Thase prehospital care agencies that
indicated “dead spots’ in their service areas identified terrain (mountains and valleys) and the lack of repeaters or
an insufficient number of repeaters as the most commonly cited causes for “ dead spots’.

Occasionaly in the metro areas, radio lines may be busy due to increased patient activity. There are backup means
available- direct radio contact, cell phone, and relay from Meds Control or EMSCOM, if needed.

7. Areall dispatch centers, ground and air ambulances, and base stations equipped with adequate
communications systems?

No. Most will have adequate systems to deal with their day-to-day operations but most will not have equipment that
would be considered interoperable in today’ s post-911 environment. This area is being addressed by the
Department of Homeland Security, as one of their primary initiatives is interoperable communications.

8. Are EM S dispatch protocolsin place?

The state has not developed EM S dispatch protocols. While the state has not developed or required EM S dispatch
protocols, approximately 43% of providers that completed assessments indicated that they had EMD trained
dispatchers which would include the use of protocols.

9. Arepriority dispatch and postdispatch protocolsin place?

While the state has not developed or required EM S dispatch protocol, approximately 43% of providers that
completed assessments indicated that they had EMD trained dispatch which would include the use of protocols.

10. Describe the dispatch-to-ambulance, ambulance-to-ambulance, dispatch-to-hospital, ambulance-to-
hospital, and hospital-to-hospital communications network.

For the most part, communications are effective but complicated by terrain. See the following descriptions below
as examples representative of our system asawhole:

REGIONS

NAEMS
Most ambulances in the Northern Region have radio communications with their dispatch centers. There are
some ambulances that do not have direct communications with their dispatch centers. Ambulance-to-
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armourarice cormmunications may be by radio with assigned frequencies, the state mutual aid frequency, cdll
phones, or satellite phones, which are expensive services for those agencies that have them. Dispatch-to-
hospital communicationsis usually by phone although some hospitals have radios with local radio
frequencies in their radio rooms. Ambulance to hospital communications occurs through the DPS
EMSCOM repeater system, freestanding repeater systems, cell phone, or satellite phones for those agencies
that have them. Hospital-to-hospital communications occurs by phone system. Cell phones may be utilized
during fixed telephone outages. A satellite phone system has been available for two years.

SAEMS

Dispatch centers receive the 911 call and then alert the appropriate agency or unit. The agency will then
dispatch its appropriate unit. Depending on the location, a specific unit will be alerted or the agency will
then dispatch its appropriate unit. Ambulance to ambulance communication is done over a common
channel. Dispatch to hospital is usually only done when advising the hospital of a mass disaster or if the
unit cannot contact the hospital and dispatch will then relay patient information. Hospital to hospital is done
over Meds Control or direct ring down phone in the Tucson area and regionally over the EM Systems

program.

NATIVE AMERICAN
Tuba City: Dispatch-to-ambulance: dispatch will page on Fireband and give the 911 traffic, EMS responds
back to dispatch on dispatch channel and communicates with dispatch on dispatch channel until completion
of assignment.
Ambulance-to-ambulance: ambulance will notify the Navajo Department of Law Enforcement dispatch to
dispatch another ambulance; ambulance-to-ambulance communication will be through Fireband or
EMSCOM.
Ambulance-to-hospital: EMS calls the ER and any available ER staff (i.e. nurse, doctor, or ER tech) will
answer theradio. Hospital-to-hospital, N/A

11. Identify and describe how communications systems interrelate during mass casualty and disaster
incidents.

Many communications systems do not interrelate. Agencies that utilize UHF may be able to communicate with
others with UHF and the same as those with VHF frequencies. Communications between agencies have been noted
asan area of concern at many real MCI’s and drills. The Public Safety Communications Commission in Arizona
has tasked itself “to develop a standar ds-based, shared voice and data radio system that efficiently and effectively
addresses the front-line needs of its usersto protect life and property.” Some dispatch centers are also installing
trunking systems that achieve this goal for their local level. (A rural perspective).

I nteroper able Land M obile Radio Communications — Radio Spectrums most widely used in Arizona are: VHF,
UHF and 800 MHz. The Public Safety Commission (PSCC) has developed a statewide system of mountain top
interoperable suites using VHF, UHF and 800MHz. spectrums known as the Arizona Interagency Radio System
(AIRS). This system uses common naming nomenclature to identity frequency channels for use to allow agencies
who operate on one or more of the spectrums to access the interoperable channels and simulcast communications
on all three spectrums. This system is accessible by any agency that has signed a MOU with the Department of
Public Safety (DPS).

EM System - The Arizona Department of Health Services (ADHS), Emergency Preparedness & Response (EPR)
Bureau, working closely with the EMS Bureau, has established a hospital emergency department divert status and
communication system that allows each hospital ED and patient transport flight program in the state to report its
status (Hospital ED; open, caution or divert) (Flight; available in quarter, unavailable on scene) through a web
based system that is monitored 24/7 by regional dispatch centers and the ADHS EPR Bureau. This system can
conduct bed polls, send alert notifications and messaging.

This system will be implementing an additional component known as patient tracking in the second quarter of
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zouur . Tris comporienc win allow EMS units in the field to use the web based system to enter and track patients
from a MCI utilizing barcode scanners in the field and at hospitalsto enter patient data into the sub-data base and
display the patients location status on a separate display screen within the web based EM System that can be
monitored by hospitals, dispatch centers and emergency operations centers.

Hospital 800 MHz. System - Central Region - Within the Central EMS Region LMR communicationsis
developing with use or commitment to move to use 800 MHz. There are 36 hospitals within this region. The ADHS
ERP Bureau has purchased and is working with the City of Phoenix Fire Dept. to install in each hospital ED an 800
MHz. radio base station to be used as a redundant means of communications in the event of failure of standard or
alternate methods. This system will alow hospital ED(s) to communicate with the two major alarm rooms (Phoenix
and Mesa Fire) as well as other hospitals, field units, city, county, ADHS and state EOC(s). This project is
anticipated to be completed by the third quarter of 2007.

12. Isthere a communications quality improvement program?

To thebest of our knowledge there is no statewide communications quality improvement program.

d) | Emergency/Disaster Preparedness Plan

1. Isthe prehospital emergency/disaster preparedness plan integrated with thereminder of the EM S system,
local gover nment, private sector, and acute car e facilities?

As of January 2007, ADHS has not adopted a prehospital emergency/disaster preparedness plan. However,
Arizona Department of Emergency Management has devel oped disaster response planning which includes all of
these components.

2. Arethere periodic educational exerciseswith post-exercise review?

Yes, but certainly more can be done. Drills have been conducted by the Bureau of the Emergency Preparedness
and Response. Staff members from the Bureau of EM S and Trauma System participate in many of the exercises.
ADHS houses an Emergency Operations Center. BEMST S staff participate in the exercises. Some post-exercise
reviews are done. BEM ST Sisincluded in Super Bow! planning efforts now underway. Medical Surge seminars and
Emergency Credentialing Information seminars have been held.

Additionally, in August of 2006, ADHS, BEPR conducted a statewide CHEMPACK Plan Table Top Exercise
(TTX). This exercise included CHEMPACK Base agencies (Hospital, FireEMS) and operational partners
(Metropolitan Medical Response System), federal state and local law enforcements, emergency management and
county/tribal health departments). The CHEMPACK Project isa CDC, DSNS Program for the forward placement
of anti-nerve agent to allow for state and local resources to increase their capacity to respond to a nerve agent event.
Arizona s CHEMPACK plan has 28 cache sites within the state. The TTX followed the U.S. Department of
Homeland Security prescribed process of exercise events and education.

In November 2006, the ADHS' Northern Region, Navajo Indian Health Service (HIS) Area Office, Navajo Tribal
Health and the New Mexico Dept. of Health conducted a joint exercise using flu vaccine as atest of the number of
Points of Dispensing (POD) and patient through-put in a mass dispensing exercise. This two day exercise utilized a
Joint Operations Center (JOC) and followed the U.S. Department of Homeland Security prescribed process of
exercise events and education. Fourteen POD(s) vaccinated over 23,000 peoplein an 8 hour period and in some
cases obtained a through-put of 350 per hour. This exerciseis being used as a model for rural areas of Arizona and
the U.S. IHS.

B. | 4) | Definitive Care Facilities

a) | Trauma Care Facilities
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1. ATE LN eluentieu uesignation standards for trauma centers?

Y es, the state has established, by statutory authority and administrative rulemaking, designation standards and
criteria for trauma center designation. Trauma center designation in Arizonais voluntary. Thereare currently 7
state designated L evel | trauma centers, and no Levels 1, 111, or IV trauma centers.

2. Isthere aprocess for designation of trauma center s?

Yes. Inaddition to compliance with administrative rules, the Bureau of EM S and Trauma System created an
internal procedure to establish a sandard method by which Bureau staff receive, review, process, and approve
applications for trauma center designation.

3. Do you have an estimate of the number of trauma patients?

The Arizona State Trauma Registry reflects atotal of 22,264 trauma patients for calendar year 2005. However,
there were only 9 hospitals reporting data to the State Trauma Registry at that time. We are currently conducting
research, utilizing Hospital Discharge Data, to try to determine the number of trauma patients not getting into the
State Trauma Registry.

4. Do you have an estimate of the number of trauma sur geons (general sur geons, neurosur geons, and
orthopedic surgeons)?

There are many surgeons who practice in the state of Arizona. However, only a minority take trauma call and
practicein the trauma centers. Thefollowing physician statewide estimates are based on the number of active
physicians' licenses who list ahome address in Arizona. A significant number of licensees have no address listed,
so this estimate may be low:

Trauma Surgery: 42
Genera Surgery: 554
Neurological Surgery: 75
Orthopaedic Surgery: 409
Orthopedic Trauma: 33

See breakdowns below provided by most of the trauma centers:

TRAUMA CENTERS
- Flagstaff Medical Center
FMC's current number of General/Trauma surgeons participating in the GS Trauma Call = 7
Orthopaedic Surgery = 13
Neurosurgery = 2

St. Joseph’s Hospital and Medical Center
Estimate is 105 providers, neurosurgeons, general/trauma surgeons and ortho surgeons

Y uma Regional Medical Center
YRMC has no neurosurgeons, but has 7 orthopedic surgeons and 8 general surgeons.

Banner Good Samaritan
10 Trauma Surgeons

10 Ortho

5 Neuro

University Medical Center
Trauma Surgeons — 4
Ortho—16
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5. Do you have documentation of the available resour ces in the acute car e facilities?

No, the documentation does not exist but the capability to poll and reflect resource availability on an accessible
Web-based tool does exist. Itisnot being utilized in this manner.

6. Areall acute car e facilities willing to provide at least a minimum data set on trauma patients?

All licensed hospitals must provide Hospital Discharge Data and Emergency Department data. All hospitals have
not been queried to ascertain their willingness to provide trauma data. Only designated trauma centers are
mandated to provide trauma data. AL S Base Hospitals may choose to provide trauma data voluntarily.

7. Isthe designation process of trauma center s based on the deter mination of need?

No. The designation process of trauma centers is NOT based on the determination of need. The statute provides for
voluntary inclusive trauma center designation.

8. Isthere aprocess and authority for redesignation and/or de-designation?

Yes. Arizona Administrative Code (Rule) provides a process for Designation, Designation Renewal, and Denial or
Revocation of Designation.

9. Do you have a definition of major trauma patient?

ADHS has adopted, per STAB’s recommendation, the Trauma Patient Registry Inclusion Definition, which
identifies a trauma patient to be reported by participating hospitals to the Arizona State Trauma Registry. That
document is currently under review and the revised criterion is being incorporated into the draft rulemaking
package for the State Trauma Registry. Additionally, we have adopted, as a Guidance Document, the Arizona
Trauma Patient | dentification & Fied Triage Decision Standard, which is very similar to the ACS document. The
Regions have also adopted similar Fied Triage Decision Standards.

10. Do you have a continuous quality improvement process in place for the trauma system?

No. There are quality improvement activities and processes at theregional level in place. At the state level,
STAB’s subcommittee, AZ Trauma System Quality Assurance and System Improvement Committee (AZTQ), has
made concrete progress towards this goal sinceits reactivation in April 2006. To date, AZTQ and STAB have
established four specific indicators to review system performance:
- Patients transferred from one facility to another after 6 hours

Patients transferred with open fractures (injury to wash out >8 hours)

Patients transferred to more than one facility prior to transfer to a trauma center

Patients who diein non-level one centers after 24 hours or longer stay

b) | Interfacility Transfer

1. Do you have written transfer agreements between trauma centers and other acute carefacilitiesin the
system?

Designated trauma centers must meet the criteriain Exhibit 1 of the Trauma Center Designation rules which are
similar to the ACS verification criteria. Therules are not prescriptive but require that transfer agreements bein
placeif the trauma center does not have the resources or capabilities. Trauma centers have arrangements with other
facilities.

28



http://www.pdfcomplete.com/1002/2001/upgrade.htm

&
B p
C

Click Here & Upgrade
Expanded Features
Unlimited Pages

omplete

2. Doyou have written transfer agreements for injured patientswith special
problems such as:
* Burns
* Pediatrics
e Spinal cord injury
e Braininjury
* Rehabilitation
* Other injuriesthat cannot optimally betreated at your facility

The EMS for Children Program is actively pursuing a model statewide transfer agreement for pediatric patients.

REGIONS
NAEMS
NAEMS Council does not have transfer agreements with trauma or acute care centers. The Trauma Center
reported a written transfer agreement for the burn patient. The other responding acute care facilities
reported no agreements.

SAEMS

Burnswill go to Maricopa

Peds stays here

SCI will stay here. For very rare or extreme neuro cases we may transfer to Barrows in Phoenix
Brain Injury stays here

Rehab patients will typically go to a Health South facility or Kindred

NATIVE AMERICAN
Kayenta: EMT protocols and medical direction dueto level of careat local.

Hopi EMS: None

Hopi Health Care Center: No

Fort Defiance: Yes. The emergency room has a priority list of facilities they contract with.
TRAUMA CENTERS

Flagstaff Medical Center

No formal policy for transfer of SCI. Most patients are transferred and accepted at Barrows Neurol ogical
Institute @ St Joseph’'s CHW in Phoenix. Some are kept for FMC’ sinternal rehabilitative services.

St. Joseph’s Hospital and Medical Center
At. St. Joe' s we have hospital policy for transfers.

Y uma Regional Medical Center
No

University Medical Center

Thetrauma center may not have all the necessary agreements in place at this time. As most of the time we
do not have an issue taking trauma patients or finding an acceptable facility if we do not have the service.
The majority of the patients can be served at UMC. Our decision to transfer is based on our surgeons
decision - there is no defined criteriaasit isvery rarefor usto doit.

3. Doyou have written transfer agreements between designated trauma centers and rehabilitation centers
for patients with the traumatic diagnoses of SCI, TBI (severe/moder ate/child), multiple trauma injuries,
amputations, and burns?
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IMUrvidua trauimia Cericers nave relationships with specialty care centers to meet the needs of injured patients.
However, there are challenges in finding long term care facility and rehab facilities.

4. Do you have a plan that defines objective criteria for thetransfer of injured patients from designated
trauma care facilities to contracted hospitals and physicians?

No. Not on a statewide basis. Each trauma center has criteria for rehab consultation and transfer to local acute care
and long term care facilities.

5. Doyour transfer agreements deal with the mode of transportation and the type and qualifications of
transport personnel?

No. Not at this time, however, the Bureau will begin to develop these over the next six months. Arizona
Administrative Code, Title9, Chapter 10, Article 2 Hospitals, regulates the transfer of patients. Hospitals develop
their own agreements. Both the transferring and receiving physician decide on the mode of transportation
appropriate for the patient and based on the current weather conditions. In the southern part of the state
telemedicine technology is being utilized for trauma care. Patients are evaluated by the trauma surgeon at the
trauma center via telemedicine with thereferral facility. This evaluation can determine the appropriateness of the
trauma center transfer, best method of transport, initiation of life saving intervention prior to transport, as well as
reduce unnecessary transports to the trauma center.

6. Do your transfer agreements comply with COBRA regulations?

There are no state authored transfer agreements; however, all hospitals must follow these regulations when
transferring patients.

| c) | Medical Rehabilitation

1. Isthere ajoint liaison committee composed of clinical and administrative representatives from the
designated trauma center s and rehabilitation center s?

No.

2. Arethere existing trauma system policies and procedures that appropriately
address each of the following issues:
a. transfer agreements and documentation
b. treatment guidelines for acute and rehabilitation care
c. evaluation of patient outcomes and system of care
d. data exchange procedures
e. alternative plans for unfunded patients
f. long-ter m outcome r esear ch

a. transfer agreements and documentation — As required by the ACS

b. treatment guidelines for acute and rehabilitation care— As required by ACS

c. evauation of patient outcomes and system of care— AZTQ has begun developing outcome evaluation
filters

d. dataexchange procedures—Yes

e alternative plans for unfunded patients — Proposition 202 (Indian Gaming Preservation) allocates Indian
gaming revenues to the Trauma and Emergency Services Fund. Ten percent of monies are distributed to
hospitals having emergency departments for unrecovered emergency services costs, using criterialisted in
the Arizona Health Care Cost Containment System rules.

f. long-term outcome research — The Bureau has committed a full time position to the evaluation and
reporting on the analysis of trauma, EMS and cardio-vascular data from a public health perspective. This
individual will conduct outcome research.
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Auurtonaty, te Arizona Trauma and Acute Care Consortium (AZTrACC) is conducting trauma-rel ated
research. AZTrACC was created by the trauma surgeons from the state designated trauma centers in the
state. AZTrACC isasourcefor obtaining trauma education, reviewing or participating in research trials,
joining committees to work on specific trauma-related issues, and participating in discussions. The
Consortium is comprised of physicians, nurses, EMTs and other medical professionals who provide
medical careto persons injured during traumatic events.

3. Isthere astandardized set of rehabilitation data (for example, patient outcome data) that rehabilitation
facilities must collect and report to the trauma system database?

No.

4. Do therehabilitation centers have a set of minimum requirements/qualifications that the physician leaders
must meet (for example, Medical Director of SCI Program, Medical Director of TBI Program, Medical
Director of Rehabilitation)?

Arizona Hospital licensing rules encompass Special Hospitals; i.e., Rehabilitation Hospitals, and prescribe policies
and procedures that must be established, documented, and implemented. Therulesrequirethat there are policies
that establish the criteriafor granting clinical privilegesin a hospital. Thiswould include the Rehab Hospitals as
well. Each hospital must develop its' own requirements.

5. Isthere an exchange of outcome data among the trauma, acute care, and
rehabilitation facilities?

No. Not on a statewide trauma system basis.

6. Within the trauma system, what mechanisms arein place to ensurethat rehabilitation careis strongly
integrated into all phases of acute, primary, and community care?

No. There are no statewide mechanisms in place. Many trauma centers facilitate such integration.

B. [5 [ Information Systems

1. Doesyour system have ready accessto:
a. Law enforcement crash and incident reports
b. Prehospital carereports
c. Emergency department data
d. Acute carefacility data including:
(1) trauma centers
(2) other acute car e hospitals
(3) specialty centers, including burns and rehabilitation
e. Medical examiner/coroner reports
f. Death certificates
g. Payor records
h. Traumaregistry

The Bureau of EMS and Trauma System has access to significant amounts of valuable data including ED and
Hospital databases, Child Fatality data, FARS, Trauma and soon (approximately 24 months) Pre-hospital data.
Additionally, Arizona is a CODES state and while two-way data sharing has not been achieved, the Bureau is now
represented on the CODES steering committee. Additionally, the Bureau developed, advertised and filled a
biogtatistician position after consultation with experts at NEDARC to ensure that the Bureau fills the role of data
analysis and data reporting as opposed to smply collecting data.

a. CODES aggregate data if requested

b. TheBureau has access to data from providers participating in the ScanHealth data collection process
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¢ Tes AUAS cuitects emergency department data from licensed Arizona hospitals.

d. ADHS collects inpatient hospital discharge data from all state licensed hospitals (except psychiatric

facilities). ADHS does not collect outpatient or speciaty care data unless the facility is alicensed Arizona

hospital. Designated trauma centersin Arizona are required to submit trauma registry data.

No

Yes

Certain payor information and hospital costs are available within the emergency department, hospital

discharge and trauma registry databases.

Yes. Trauma Registry data is required to be submitted by designated trauma centers. Non-designated

facilities may voluntarily submit data. ADHS currently has 11 trauma facilities reporting, 7 of which are

Level | designated trauma centers.

> @™o

2. Describe the population of patients that each database includes.

CODES: Linked law enforcement, ED and Hospital data

ScanHealth: Approximately 15 providers (first responder and ambulance) have purchased access (with financial
support) to a prehospital data reporting system.

FARS: National database describing fatal automobile crashes.

ED Database: Data is collected on emergency room visits for patients who visited an emergency department of an
Arizona licensed hospital.

Hospital Database: Data is collected on inpatient hospital visits for patients discharged from an Arizona licensed
hospital.

ASTR: Designated trauma centers are required to submit data to ADHS on patients meeting trauma registry
inclusion criteria outlined by ADHS. Due to the limited number of reporting facilities, trauma registry datais not
representative of all trauma cases statewide.

3. Which of the above databases are kept in computerized for mat?

Emergency department data, hospital discharge data and trauma registry data are all maintained in an electronic
format at ADHS. ScanHealth data is a for-profit prehospital data registry located in Minnesota. CODES and FARS
are national databases, CODES probably houses collected data locally in aggregate form for national submission.

4. Which databases have a system-wide or (partial) standar dized format or subset?

The emergency department, hospital discharge and trauma registry databases each have standardized formats in
which reporting hospitals must submit their data. These databases, however, are not standardized across ADHS.
Each database varies in the format, data d ements and data definitions that are required.

FARS and CODES are standardized Federal databases. ScanHealth isa NEM SIS Gold software package, though
there has not been significant effort exerted to ensure uniform data definitions or requiring complete records for
valid submission.

5. Which of the above databases can be linked?

ADHS is working to implement linkage of emergency department and hospital discharge data with the data that is
contained in the traumaregistry. Thereis potential for linking trauma registry data to desth records, but this
linkage has not been initiated at this time. CODES has requested access to the ASTR.

6. Do you gather E code data?

Y es. Emergency Department and hospital discharge data require the collection of the primary external cause of
injury code and the E849 place of injury code. The database also allows for collection of up to 3 additional E-
codes. Trauma Registry collection requirements include the patient’ s primary external cause of injury code and the
E849 place of injury code.
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7. Describetherole and responsibilities of agencies and institutions for collecting and maintaining the data.

ADHS isresponsible for prescribing and implementing the data collection of emergency department, hospital
discharge and trauma registry data. ADHS isalso responsible for maintaining the State databases. Hospitals with
Arizonalicenses arerequired to submit emergency department and inpatient hospital discharge data twice per year
in aformat requested by ADHS. Designated trauma centers are required to submit quarterly trauma data in a format
outlined by ADHS. The Bureau is just beginning the process of writing rules for EM S data collection from CON
agencies and will develop awork group to assist in the RFI, RFP process, and provide guidance in the selection of
data dements and definitions. The Bureau has applied for seed funding from the Governor’s Office of Highway
Safety section 408 funds.

8. How is the completeness, timeliness, and quality of the data monitored? What are the standards for data
collection and reporting from each data provider?

Emergency department and inpatient hospital discharge data is run through approximately 300 audit checks
examining format, revenue codes, internal consistency and completeness. If the data does not match the required
format or does not pass the audit checks, afeedback letter is sent to the facility and corrections are required.
Submission timeliness is also monitored.

ADHS requires quarterly trauma registry data submission but the completeness and quality of the data has not yet
been assessed. ADHS plans to work with the registry software vendor to develop audit checks for the data so that
completeness and quality feedback can be given to reporting facilities. Specific time frames for implementing
completeness and quality checks have not been established. Submission guidelines arein effect but penaties are
not enforced for untimely submission. Inter-rater reliability testing is being devel oped to assess the rdiability of
abstraction between registrars.

9. What arethe standards for data collection and reporting from each data provider?

Hospitals are provided with required data e ement lists and detailed data dictionaries to assist them in collecting
State required data € ements according to standards outlined by ADHS.

Emergency department and inpatient hospital discharge data reporting requirements and collection standards are
determined by State statute. National standards do not dictate the collection and reporting of this data and standards
vary between states.

The Arizona State Trauma Registry recently underwent alengthy data standardization project in which reporting
hospital data was mapped and converted to a standardized format. Traumaregistry collection and reporting
standards are determined by ADHS with assistance from the State Trauma Advisory Board and its quality
assurance committees. Nationa traumaregistry standards are being encouraged by the American College of
Surgeons and the National Trauma Data Bank. ADHS currently requires many of the same data € ements requested
by NTDB but the list does not completely match national standards. The process has begun to align the Arizona
State Trauma Registry with ACS recommendations starting with 2008 data. A trauma registry user manual with
detailed information and instructionsisin draft format and is being reviewed by the Trauma Registry Users Group.

In reference to the future EM S data collection project, the State intends to collect (at a minimum) the core data set
and to submit to NEM SIS as allowed by law.

10. How isthe confidentiality of the data ensured and monitored?

ADHS computer workstations and networks are login and password protected. Firewall and network security
measures are handled by ADHS ITS Data Security. Any printed confidential data is stored in locked cabinets.
Emails outside of ADHS that contain confidential information must be sent using a secure messenger system.

The emergency department and hospital discharge database is login and password protected. A specific process is
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complete and sign required forms to initiate the process. Every six months, users must verify they still need access
to the database. There are strict limitations on what type of data may bereleased. In rareinstances, identifying
information may be released for research purposes if strict confidentiality measures are documented and data
agreements are signed.

The workstation and trauma registry software are both login and password protected, each with a unique password.
Thetraumaregistry is housed on a network drive, to which only authorized ADHS users have access rights to the
network. Individuas outside of ADHS are not allowed access to the registry. CDs and floppy disks containing
data and any confidential reports are stored in locked drawersin ADHS building.

Public requests for trauma registry data require approval from more than one staff member at ADHS to ensure that
the data being released is aggregate, confidential and non-identifying. Confidential trauma data subsets cannot be
released outside of ADHS as Arizona statute does not allow for the release. Non-confidential trauma data may be
reviewed with advisory board and quality assurance committee members, but only if the quality assurance meeting
iscalled into “executive session” and all members have signed confidentiality agreements.

EMS Data will be handled in the same fashion.

B. [ 6) | Evaluation

1. Describe the concurrent plan for evaluating the individual trauma system components and system
operations. The plan should include quality improvement for EM S trauma centers, and so on. How doesthe
system monitor compliance with system standardsfor each component — prehospital acute care facilities,
acute car e facilities, trauma center specialty centers, rehabilitation center s?

Thereis currently no statewide trauma system plan for evaluating the individual trauma system components and
system operations. Once fully implemented, the AZTQ will: (1) develop and recommend standards for a uniform
data collection system for the State's Trauma Registry; (2) develop and recommend a definition of a “trauma
patient” for the purpose of trauma registry inclusion; recommend safeguards that will result in maintaining
confidentiality of traumaregistry data; (3) develop and recommend guidelines for the use of trauma registry data in
system quality assurance and improvement processes which evaluate system performance and recommend system
enhancements; (4) develop and recommend guidelines for the release of information derived from data generated
through the State’s trauma registry; and (5) develop methods for continual quality enhancement of state trauma
registry data and the quality assurance and system improvement processes. There are system performance
indicators being queried and reported at STAB. These audits will be updated and changed as needed to evaluate
system performance. At the Base hospital level, facilities evaluate the performance of the pre-hospital segment.

Theregions are also conducting various quality improvement activities related to the trauma system.

2. Isthere a quality improvement committee for the system? To whom does it report? Who reportsto the
committee?

Yes. AZTQ isthe trauma quality improvement subcommittee established by STAB for the trauma system. This
subcommittee reports directly to STAB.

3. Isthere a unified approach to quality improvement throughout the system?

There are system performance indicators being queried and reported at STAB. These audits will be updated and
changed as needed to evaluate system performance. At the Base hospital level, facilities evaluate the performance
of the pre-hospital segment.

| 4. How do the quality improvement programs for each component support the other elements of the system? |
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(FUr exarmpre, uues e quality improvement program for prehospital feed into the trauma center and back?

Does quality improvement of trauma center s feed into acute care hospitals?)

Arizona Revised Statutes authorizes the State Trauma Advisory Board and the Arizona Trauma System Quality
Assurance and System Improvement Committee to enter into executive session to discuss confidential matters
including confidential trauma registry data for evaluating trauma system quality assurance, trauma system quality
improvement processes, and trauma system performance improvement plans in order to make recommendations to
the Arizona Department of Health Services. These committees are multi-disciplinary and include pre-hospital
personnel.

Informal quality improvement programs for each component support the other elements of the system. But quality
improvement programs for pre-hospital do not automatically feed into the trauma center or back. Trauma centers
participate sporadically in Tape and Chart Rounds with the pre-hospital people on trauma patients and for teaching
purposes. Quality improvement of trauma centers does not automatically feed into the acute care hospitals.

5. What group/body over sees the quality assurance for the whole system?
AZTQ and STAB areresponsible for overseeing the quality assurance for the trauma care system.

6. Arethere standardized filters that each component of the system must audit and report to the system?
The State Trauma Advisory Board and its subcommittee, AZTQ, established performance indicators to be reviewed
for system performance. Thefollowing are the statewide filters that the trauma centers will be submitting. This
information will be reported back to the committees:

Patients transferred from one facility to another after 6 hours

Patients transferred with open fractures (injury to wash out >8 hours)

Patients transferred to more than one facility prior to transfer to a trauma center

Injured patients who diein non-level one centers after 24 hours or longer stay

7. How does the system quality management program inter face with trauma center quality management
programs?

Whilethereis no formal integration of these elements, key stakeholders such as trauma registrars, surgeons, and
EMS providers actively participatein AZTQ, STAB, and the Trauma Registry Users Group.

8. Doesthetrauma center designation process require trauma centers to demonstrate that they have
established authority, responsibility, and organized structur e for the quality management program?

Y es. The Arizona designation criteria mirror the ACS criteria for the quality management program.  ACS will
conduct all reviews for Levels |, I, and I11.

9. Isthere a system-wide process for monitoring quality of care, including establishment of standard of care,
concurrent review, systematic evaluation of audit filtersfor carereview, multidisciplinary casereview, and
trending of patient-related data (including process and outcome indicators)?

Thisprocessisinitsinfancy. The Bureau collects and reports on several system indicators (identified above). It is the
plan of the Bureau to ensure that formal analysis of trauma registry data will be used to drive all aspects of system
review and enhancement.

10. If thereis no system-wide process, provide examples from the trauma center quality assurance program.
Flagstaff Medical Center
The State of AZ incorporates the national ACS standards of quality trauma care into the State Trauma
Registry in the form of complications and audit filters.
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St. Josepn s Hospital and Medical Center
We use the ACS audit filters in our quality assurance program.

University Medical Center

The UMC trauma quality assurance program covers both the inpatient and prehospital areas of trauma care.
The UMC trauma registry will support the review and supplies some regional system data for the SAEMS
Pl process. The data supplied by UMC and reviewed for SAEMS includes redirects, urban trauma sent to
community hospitals requiring secondary transports to trauma center, interfacility over triage, and multi-
casualty incidents. Trends identified through the trauma center processes regarding triage can aso support
system changes. Prehospital trends and issues are reported back to the agency and are also trended to
support education for system providers.

11. What data are acute care facilitiesrequired to submit for the system quality improvement program?

The Bureau does not have jurisdiction over non-designated trauma centers. As described earlier, trauma centers are
required to submit traumaregistry data, which will essentially mirror the NTDB.

12. If thereisasystem trauma registry, how does it contribute to the quality improvement?

STAB has identified a subset of trauma data e ements to be used as system performance indicators. Trauma registry
reports are generated which evaluate trauma system performance. The review of system performance indicators will
contribute to the quality of the state trauma system.

13. How have changes and incentives affected the car e of the trauma patient and what are the branching
impacts of these changes?

Reports are generated from the State Trauma Registry and presented to AZTQ and STAB for review. Thesereports

will identify the state of trauma carein Arizona

B. |7) | Research

1. Describe the process for gaining access to system data for resear ch purposes.

It is the intention of the Department to perform injury research. STAB will have arolein driving thisresearch by
assisting in identifying priorities. Only aggregate and de-identified data may be released to the public pursuant to
A.R.S. § 36-2220(1). Data used for external research purposes will be processed in the same manner as any other
request for data. An ADHS Public Records Request Form must be completed and submitted. Arizona statutes do
not provide for the availability of confidential data for research purposes.

2. What funding does the system make available for research?

The Bureau has committed a full time position to the evaluation and reporting on the analysis of trauma, EMS and
cardio-vascular data from a public health perspective. Trauma centers do not receive specific funding for research.

3. Please submit examples of trauma-related resear ch in each of the above categories conducted or facilitated
by the system.

The Bureau has not conducted primary trauma research at this early stage.
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